Within the university community, student demographic data highlights a high level of cultural diversity and an "at-risk population" for the onset of mental health problems. Moreover, the transition to higher education is itself associated with a range of emotional, social and academic demands that can cause psychological distress. Therefore, at any one time a substantial number of students may be attempting to complete university studies while managing problematic symptoms, behaviours, or an emerging, or diagnosed, mental disorder. The aim of this paper is to provide a snap shot of these students' experiences to enable strategic planning of future university support services. Of particular importance was the identification of facilitators and barriers that this group of students faced while engaged in university life.
Introduction
University communities contain an "at-risk population" for mental ill-health. This occurs because the age at which young adults are engaged in higher education tends to coincide with the age of onset of a number of mental disorders, such as anxiety, depression and schizophrenia, as well as substance abuse problems (Kessler et al., 2007) . The transition to higher education is also associated with a range of emotional, social and academic demands that may increase students' levels of psychological distress (Palmer & Puri, 2006) . The presence of mental health problems in university students is increasingly highlighted in international literature as an area of importance. Moreover, mental health problems in this cohort appear to be increasing in numbers and severity and it is imperative that universities become more proactive in the provision of support and services to facilitate early intervention with this group of students (Kim et al., 2011) .
As Australian universities are now an important destination for international students we must also provide support and training for staff to increase their awareness of help seeking behaviours in students from diverse cultural backgrounds (Lui, 2009) . In America and the United Kingdom it was identified that international students from Asia and Pacific Island students were less likely to perceive the need for or receiving assistance for mental health problems during their time at university Turner et al., 2007) . Furthermore, university life for minority students at predominately white institutions is particularly stressful and to date little is known about how student workloads further impact on this level of stress . Language barriers add another dimension to this stress as students with lower levels of English fluency interact less easily within their new cultural settings and therefore do not adjust to university life in a new country easily (Liu, 2009 ).
In Australia, research in the area has documented the self-reported levels of psychological distress of "university-aged" young adults between the ages of 18 and 25 years (Leahy, et al., 2010) and the psychological distress of students attending university counselling and health services (Khawaja & Dempsey, 2007; Stallman, 2011) . Moreover, national education data-sets do not distinguish mental health from medical or 'other' disability categories (Senate Employment Workplace Relations and Education References Committee, 2002) , and government surveys of mental health and wellbeing report prevalence data of common mental disorders from the perspective of "university-aged" young adults. Consideration of the available data does, nevertheless, suggest that mental health problems are common in this population.
Referencing these data estimates derived from the most recent Australian National Mental Health and Wellbeing Survey reported that in 2007 more than one-quarter of young adults aged between 16 and 24 years (26%) met the ICD-10 criteria for a life-time diagnosis of a mental disorder and had experienced symptoms of mental illness in the previous 12 month, with rates peaking for men aged 16 to 34 years (23%), and women aged 16 to 24 years (30%). These disorders were mostly anxiety disorders (15%), followed by substance abuse disorders (13%), and affective disorders (6%) (Australian Bureau of Statistics, 2010). Similarly, Hickie et al., (2007) using data from two national clinical audits of general practitioners (1998-1999 and 2000-2002) estimated that between 27% and 38% of young adults (16 to 25 year olds) attending their GP during the audit period met threshold criteria for a sub-syndromal disturbance, or a full syndromal mental disorder, as determined by scores on a screening tool for common mental disorders. However, Stallman (2008) and Stallman and Shochet (2009) found that between 45% and 53% of students attending health services across selected Queensland universities had levels of psychological distress indicative of mental disorder in the four weeks prior to accessing services, and that these students had significantly greater levels of distress than compared with reported data from the general population.
From a university perspective, the significance of these data to the Australian university community was highlighted by Professor Steven Schwartz, Vice Chancellor of Macquarie University, when he reported that 10% to 15% of university students contemplated suicide at some point in their university career (Schwartz, 2008) . More generally, cross-national (Lee et al., 2009) and national epidemiological studies Kessler et al., 1995; Lee et al., 2009) , as well as convenience samples of university students (Andrews & Wilding, 2004; Hysenbegasi et al., 2005) , have shown that mental health problems negatively impact academic performance, and retention and completion rates. For example, Kessler et al. (1995) in their analysis of national epidemiological data from the United States of America, estimated that 86% of individuals with a mental disorder withdraw from higher education before completion. In Australia, researchers have reported that levels of psychological distress were significantly associated with the number of days in which students reported they are unable to meet their work and study commitments, and the number of days in which students subjectively reported reduced capacity to fulfil their commitments:
Students experiencing very high levels of [psychological] distress were on average unable to work or study for eight days within the previous four weeks, and had on average another 9 days of reduced capacity for work resulting in some impairment for around 60% of time (Stallman, 2008, p. 676) .
Despite the considerable interference with daily life, work and/or education, research consistently shows that young adults fail to seek help or delay seeking help. For example, Stallman and Shochet (2009) reported that over one-third of university students (39%) with significantly elevated levels of psychological distress had not consulted a health-care professional about their distress during the previous four weeks. National Australian survey data also show a relatively low use (23%) of mental health services by young adults (Australian Bureau of Statistics, 2010).
The most frequently reported reasons for the observed low level of help-seeking in this demographic have been lack of recognition that the symptoms causing distress and interference with daily life may constitute a mental health problem (Farrer et al., 2008; Wright & Jorm, 2009) , negative attitudes toward and poor knowledge about appropriate forms of help (Kelly et al., 2007; Rickwood et al., 2005; Rickwood et al., 2007) , perceived stigma (Chew-Graham et al., 2003; Martin, 2010; Yap et al., 2010) , family reputation (Wynaden et al., 2005) and age . Khawaja and Bryden (2006) also draw attention to a body of research that suggests there are subtle differences in how negative emotional states (e.g., depression, anxiety and stress) are expressed/experienced by students in higher education. That is, these authors cite research that shows a greater prominence of cognitive symptoms (e.g., lack of concentration, pessimism, selfblame, self-dislike and lack of energy) among students with depression, than compared with the general population, and that some major somatic symptoms (e.g., changes in sleep and appetite) are less useful indicators of negative emotional states in students as they are often caused by other factors, such as social and academic schedules. Negative mood states, therefore, maybe more difficult to detect in university students, and university-aged young adults, than the general population, particularly if negative mood is not the primary reason for seeking help. Wilhelm et al., (2008) noted that people may be more willing to emphasize their somatic symptoms: consequently, non-specific symptoms such as insomnia, prolonged fatigue, headache, nausea and musculoskeletal pain are common presentations in people with depression or anxiety. This suggests that primary care providers need to be aware that the negative emotional states may be characterized by specific cognitive, motivational and social symptoms relevant to the educational environment.
Indeed, Hickie et al., (2007) reported that even when young people present in general practice with severe symptoms of mental ill-health, detection and treatment occurred at relatively low levels, for example, diagnosis: 42.6% to 52.0%; treatment: 36.1% to 51.7%. While reasons for this failure to detect and treat common mental disorders could not be delineated from this research, a lack of experience in dealing with young people in general practice, and lack of appropriate screening tools and guidelines were postulated.
The mental health profile presented by university students is, therefore, quite diverse and requires a strategic response that takes into account the needs of students dealing with the "normal" demands of higher education as well as the needs of students entering university with an emerging, or pre-existing, mental disorder (Andrews & Wilding, 2004; Richards & Tangney, 2008) .
While Australian universities requirement to pay explicit attention to the provision of educational opportunity for students whose physical disabilities and medical conditions are covered in the Disability Discrimination Act (DDA) 1992 definition, and specific groups covered are set out in the Australian Government Access and Equity policy (2006) (2007) (2008) , services provided to students experiencing distress and interference with personal functioning as a result of mental ill-health require further development. The aim of this paper is to present a snap shot of these students' experiences and to highlight their specific needs within the university community. These identified needs will provide university strategic planners with information to guide service improvement in this area. These improvements include strategies to reduce the stigma attached to mental illness within the university environment; providing students with information on how to access professional help and support; designated university websites providing information on mental illness and how to access assistance; and improved education for staff to facilitate positive engagement and support to students experiencing mental health problems.
Methods

Design
This qualitative exploratory study, using a cross-sectional survey design, investigated the experiences of students at one Western Australian university who self-identified as experiencing and managing a mental health problem. Open-ended questions about the students' experience of a mental health problem were asked to allow researchers insight into the personal and contextual aspects of the self-identified experience. These insights may not easily captured by quantitative survey research methods (Holloway, 2008) , which are deductive in nature. The open ended question free text format of some questions allowed students to document the experiences which were causing them concern in their own words as these experiences may not have been documented on a quantitative questionnaire format. The study adopted the broad definition of "mental health problems" to ensure that students who had not received a formal diagnosis, but who may be experiencing emerging symptoms of a mental illness, as well as those students who identified that their level of wellbeing was compromised due to high levels of stress or distress that was placing them "at risk of developing a mental illness", were covered in the survey.
The survey was offered 'online' for ease of access, and to maximize exposure to the university's student population who may be studying via different modalities. The study was approved by the University's Human Research Ethics Committee and funded through a Higher Education Equity Support Program grant. An information sheet was provided on the online survey access page, where respondents were advised that participation was voluntary, and that they had the right to withdraw prior to submitting their survey form. Consent to participate was implied if the survey was completed. The online survey was comprised of four sections: (1) demographic questions; (2) information regarding the participant's self-identified mental health problem; (3) impact of the participant's mental health problem on university life, and (4) information about university support services. At the end of the survey there was information on how to seek help for respondents who may not previously have spoken to a health professional about their problem or those students who were currently experiencing high levels of distress. This information included the contact numbers for University Counselling and Health Services, General practitioner networks in Western Australia, Mental health referral lines in Western Australia and Crisis Care 24 hour helpline.
Procedure
The online survey used "Questionpro Survey Software". Prior to the release date, the survey was advertised extensively by staff from Student Services and University Strategy and Planning, via the university's communications portal, and homepage. In the middle of May, a second group message was distributed via communication channels reminding students that the survey would close on the 31 st of May 2009.
Measure
The questionnaire employed a variety of dichotomous, multiple-option, and free-text response formats. The free-text questions allowed students a maximum of 1000 words to describe aspects of their mental health concerns, and its impact on their ability to complete their studies and participate in university life. The focus of this paper are selected data derived from section one and section two of the online survey. The latter consisted of 10 questions include three that were free-text items which are detailed in Table 1 : Free text response that allows for multiple descriptions of diagnoses 6. How long since you were first given this diagnosis?
< one year, 1-3 years, 4-6 years, 7-12 years > 12 years 7. Do you take prescribed medication for your mental health problem?
Not at all, rarely, sometimes, often, all the time 8. Is the prescribed medication helpful in managing your problem?
Not at all, rarely, sometimes, often, all the time 9. How much does the prescribed medication interfere with your ability to complete your studies at university?
Not at all, rarely, sometimes, often, all the time 10. What are the main reasons why you have not seen a health professional about your mental health problem?
Free text response that allows for multiple descriptions of why the student has not seen a health professional
Participants
During May 2009, the survey was accessed by 2737 students. However, of these only 1378 students provided complete and usable descriptions of the range of mental health problems that were causing them concern, or diagnostic information indicating that they were experiencing and managing a mental health problem. Due to the volume of data available, the free-text items in section two were analysed with PASW® Text Analytics for Surveys 3.0.1 (TAfS) (SPSS Inc, 2009 ). The analytic process adopted employed a staged and iterative approach, whereby the first stage relied upon the automatic linguistic and statistical extraction processes of TAfS, stage two involved a manual review of the extraction list to eliminate misclassification of terms (words or phrases) due to default dictionary settings, and stage three involved refinement of the dictionaries and the creation of a custom mental health library that referenced ICD-10 mental and behavioural disorders (F00-F69) (HW). Stage four involved re-extraction of terms using the refined settings, and manual categorization of data (HW). The analytic process was repeated for each free-text item. Outcomes of stages three and four were reviewed with (DW), and any discrepancies were consolidated. In the final stage, the categories were exported as coded multiple response variables into Microsoft Excel format, and then imported to SPSS Version 17.0 (SPSS Inc, 2008) and merged with demographic data.
Supplementing the above generic process, a decision frame was used to categorize extracted data in response to the key section two item "Describe what you believe are your main mental health problems". The criteria used were as follows:
1. Terms extracted that related to the diagnosis of, treatment of, or medication for, a recognizable mental illness were accepted as definitive, and coded under the relevant diagnostic category. No further symptom-level information was coded.
2. Symptom-level terms were coded using five broad categories: (i) effects on emotions; (ii) effects on thinking; (iii) effects on behaviour; (iv) physical effects, and (v) variations usually, but not always, associated with cross-cultural differences.
3. Contextual terms were coded independently.
Using this framework it was possible to code free-text responses according to criterion one, criterion two, or criterion three; or criteria one and three, or criteria two and three. The rationale underlying this framework related directly to the existence of established mental health taxonomic systems, and the large variation in the manner descriptions were entered into the form. That is, survey respondents sometimes only provided general mental health labels without explanation (e.g., depression, bipolar, schizophrenia, etc), or provided these labels alongside symptom-level information that was insufficient to justify the label they had provided. Stand-alone symptom-level information was also often vague from a clinical perspective. Coding all these data together would, therefore, be misleading as to the range and extent of issues survey respondents must deal with.
Results
Mental health concerns of survey respondents
Initial review of the key item "Describe what you believe are your main mental health problems"
showed that 14 survey respondents did not provide any text, and a further 79 survey respondents (5.4%) did not provide text that described a mental health issue that could be analysed. For example:
I'm not particularly influenced by the labeling [sic] of mental health concerns. I believe that any mental health concerns stem from a variety of unresolved issues for individuals and do not fit into any labels…
Results of the enumerated content analysis of the remaining responses (n=1378) produced coded multiple response set data that showed 83.4% described a recognizable labels for common mental disorders. These included references to: mood disorders (e.g., bipolar affective disorder, depressive disorders, manic and depressive episodes, persistent mood disorders, etc) (n=594); neurotic and stress-related disorders (e.g., phobic and other anxiety disorders, generalized anxiety disorder, obsessive-compulsive disorder, and reactions to stress and adjustment disorders) (n=434); eating disorders (n=38); hyperkinetic disorders (ADD & ADHD) (n=25); personality disorders (n=23); alcohol and/or substance abuse/dependence (n=16); and psychotic disorders (including schizophrenia and schizoaffective disorder) (n=14). A further five respondents reported a number of other recognisable mental health labels (e.g., Asperger's syndrome, learning disability not otherwise specified, etc). It is important to note that information about clinical features required to diagnose these disorders was rarely presented.
Symptom-level information was provided by 44.0% of the 1378 survey respondents (as per criterion two of the coding frame). These multiple response set data were coded using five broad categories: (i) effects on emotions; (ii) effects on thinking; (iii) effects on behaviour; (iv) physical effects, and (v) variations usually, but not always, associated with cross-cultural differences. While the symptoms described under these categories are typical of the emotions, thinking, behaviour and physical effects of depressive and neurotic, stress-related, and anxiety disorders, they may also be indicators of other disorders, such as the prodromal states for psychotic disorders, or they may be caused by other experiences associated with the normal demands of higher education. Lack of information about severity, duration, and the presence or absence of sentinel symptoms made it impossible to determine the clinical significance of the descriptions.
Of the 606 survey respondents who provided symptom-level information, the most commonly reported area impacting wellbeing were problems associated with effects on participants' thinking (n=209). This category included descriptions of frequent self-criticism, self-blame, worry, pessimism, negative thinking and rumination, impaired memory and concentration, indecisiveness and confusion, tendency to believe others see you in a negative light, thoughts of death and suicide, and wishing they were dead. Loss of confidence in themselves and poor self-esteem were also included in this cluster.
Roughly the same number of respondents reported negative effects on behaviour (n=151) and effects on emotions (n=143). The symptom cluster of effects of behaviour covered descriptions of increased sensitivity and crying spells, withdrawal from others, and neglect of responsibilities, loss of interest in personal appearance, and loss of motivation. Procrastination and self-destructive behaviours (e.g., cutting, self-harm not otherwise specified, punching one-self) were also included in this cluster. Effects on emotions included reports of sadness, anxious feelings, guilt, anger, irritability, feeling tense and jumpy, feelings of apprehension or dread, mood swings, lack of emotional responsiveness, helplessness and hopelessness. A slightly smaller number of respondents described negative physical effects (n=105) that incorporated reports of chronic fatigue, lack of energy, sleeping too much or too little, overeating or loss of appetite (eating disorder not described), constipation, unplanned weight loss or gain, loss of sexual desire, unexplained aches and pains, or other physiological symptoms. Perhaps not surprising, problems with fatigue and sleep dominated this symptom cluster. The final symptom cluster (variations) covered expressions of isolation and feelings of loneliness and homesickness, as well as shame (n=44). This cluster was most often reported by international students, or domestic students who lived away from home.
A substantial percentage of survey respondents reported that stress was impacting their mental wellbeing (77.6%). These reports, provided independently or alongside clinical labels or symptomlevel information, covered unspecified stress (n=213); stress associated with assignments, exams and deadlines (n=187); stress associated with family and social relationships, and employment (n=172), and stress associated with the volume of work (all sources) (n=171). Problems with time management (n=83), fear of failure, or of poor academic results (n=72), and financial stress (n=70) were also reported. Thirty respondents also noted difficulties associated with English as a second language, or with being an international student. Seventy-one respondents noted that they felt they were particularly vulnerable to stress, and that they had poor coping skills.
Additional information provided in the descriptors revealed 27 survey respondents had family histories that involved mental illness and/or substance abuse; and 21 had personal sex or sexuality issues that were impacting their sense of mental wellbeing. Fourteen respondents also reported personal histories that involved childhood abuse, or family violence; unspecified past traumatic experiences, and physical health issues. Often this information was provided 'as is', with no, or little, indication of how these significant issues were actually impacting their wellbeing.
Health professional consultation and formal diagnoses
Six hundred and forty-five of the 1378 survey respondents (46.8%) with analysable data reported that they had consulted a professional regarding their concerns about their mental health (See Table 3 ). Four hundred and one of the 645 survey respondents who had consulted someone indicated that they had received a formal diagnosis (62.2%), 152 had not received a formal diagnosis (23.6%), and a further 64 were unsure whether or not they had been formally diagnosed with any mental health problem (9.9%). There were missing data for 28 respondents (4.3%).
The most common diagnosis reported by these survey respondents was depressive disorder (72.7%), followed by anxiety disorder (26.0%), stress and adjustment disorder (7.9%), bipolar affective disorder (5.7%), and hyperkinetic (attentional) disorders (5.4%). A small number of respondents did not provide any diagnostic information, despite reporting they had received a formal diagnosis (2.5%). Of those respondents who had received a formal diagnosis, 35.4% had received their diagnosis between one and three years before the date of the survey. Given the percentage of respondents who had just received their diagnosis in the last three years were undergraduates, these data suggest the onset of mental health problems occurred within the same time-frame as commencement at university.
Reasons for not consulting a health professional
Of the 720 survey respondents who indicated they had not consulted a health professional about their mental health concerns, 627 (87.1%) provided free-text comments regarding their reasons for not doing so. Enumerated content analysis of this text produced a multiple response set that showed 41.3% of respondents were unsure whether their problems were serious enough to warrant consulting a health professional, or even whether they had problems for which it was necessary to consult someone. However, a substantial percentage of respondents (i.e., 18.0%) reported that they had not sought the assistance of a health professional because they felt they were able to deal with their problems on their own. For example:
… I was bought up in an environment where you handle your own problems … … I've always dealt with my own problems, and I don't like people thinking that I'm weak, or can't cope … Although, about one-quarter of respondents (i.e., 25.3%) also noted that they had not sought help because they were afraid, anxious, embarrassed, or ashamed to do so: … I'm afraid they'll tell me I'm depressed… … I am afraid they will judge me, or that there will be nothing wrong, and they will just think I am seeking attention, or trying to invent problems … … afraid of not being able to portray what is going on, and afraid that the professional might think it is nothing to worry about, even though I have been in this state for a few years… … it is stupid to do so, it merely goes on your record and then you are excluded from working in certain jobs … Lack of time (22.0%) and the potential cost of treatment (12.3%) were also reported as important reasons participants did not seek help from a health professional. Issues of service availability and perceived capacity of health professionals to help were reported by about eight percent of respondents.
Discussion
The research findings from a self-selected group of university students, provides an insight into university students' symptoms and experiences with mental health problems and the resources they access. While the sampling approach used means that findings cannot be generalised they add to existing knowledge in the area and are useful for informing services at the university. Universities, like other communities, contain people who are experiencing a range of mental health problems that impact on their ability to engage fully in society. Moreover, mental health problems impact negatively on students' academic performance as well as their completion and retention rates (Andrews & Wilding, 2004; Hysenbegasi et al., 2005) . A better understanding of the unmet needs of this "at risk student group" allows universities to enhance services and support to them during this critical time . Support to complete their program and move into employment is crucial to these students' wellbeing as research has shown that employment will have a profound effect on more of their life domains than almost any other medical or social intervention (Boardman et al., 2003; Dunn et al., 2008) . Employment is also central to the recovery process and to meet their future life goals and challenges (Lester & Gask, 2006) .
As stated previously, an additional 1359 students accessed but provided insufficient data to be included in this study. While the researchers are unable to confirm that these students accessed the survey to find guidance for their mental health problems, this premise is supported by comments left by some students. This highlights the fact that significant numbers of Australians aged between 16-24 years continue to struggle with life as a result of an emerging or undiagnosed mental disorder (Australian Health Ministers, 2003 ). Stigma remains a major factor that keeps them from seeking help. As a result these young people continue to live with the burden of an untreated disorder even though early intervention and treatment is the key to positive outcomes (Substance Abuse and Mental Health Services Administration, 2006). In addition, as many universities now have large international student populations, it is important that all staff have a knowledge and understanding of different health belief systems in relation to mental illness. Protection of family reputation is often more important to some people than seeking assistance for their problems (Wynaden et al., 2005) . Access to confidential and secure pathways to assistance, for example, online self-help programs monitored through established Counselling Services may build trusting relationships and future engagement with these students.
Universities strategic plans in addressing the area of students and culture should incorporate strategies that decrease discrimination and stigma towards mental illness. Again, services that provide "at risk" students with personal security and avenues to seek help and support must be promoted and ongoing collaboration with these organizations is essential. Headspace -the National Youth Mental Health Foundation is one such avenue that provides young people with support and security at centres located throughout Australia (Headspace, 2011). In Australia a "Mental Health Week" is celebrated each year as part of the national calendar. This week should be officially celebrated within universities as a way of further de-stigmatising mental illness. It is also a significant way to promote acceptance in all students of the range of physical and mental diversity within the university population.
Many students with mental health problem may disclose their problems to academic or support staff. Therefore all staff, particularly those who have regular contact with students, should have the knowledge and skills to engage and to support them to obtain further assistance. "Mental Health First Aid" is an example of a program that can assist university staff to provide help to a person until appropriate professional treatment is received or until the crisis resolves (Mental Health First Aid, 2007) . Staff attendance at such programs should be supported by university management.
University websites can also provide information for staff and students on how to support and assist students who self-disclose to them.
The students who responded to this survey have provided valuable insights into university life for students who are struggling with a mental health problem. As mental illness is identified by the World Health Organisation (2001) as one of the largest global health issues over the next 20 years it is important for universities to continue to work to improve campus life, learning experiences and educational outcomes for these students.
Limitation
While the online mode of delivery offered the potential to reduce barriers to participation because of the disinhibiting effect offered by online anonymity the potential for possible misreading of written communications (Richards & Tangney, 2008) due to the use of idiosyncratic expressions, as well as the lack of information about severity, duration, and the presence or absence of sentinel symptoms was an inherent limitation of this study.
